Study Design
We conducted a retrospective cohort study of patients from the University of Michigan, Interdisciplinary Brachial Plexus Program (UM-BPP) from 2005 to 2015, analyzing records obtained from referring physicians. NBPP was diagnosed and followed at UM-BPP. Charts were reviewed for maternal/ neonatal demographics as well as obstetrical and intrapartum characteristics. Maternal demographics and intrapartum characteristics collected included age, race, gestational age at delivery, diabetes, hypertension, induction/augmentation of labor, duration of labor, mode of delivery, delivery physician, and presence of SD. Neonatal characteristics comprised of gestational age, birth weight (BW), and 5-minute Apgar's score.
Presence of torticollis, plagiocephaly, Horner's syndrome, Narakas's classification of NBPP and persistent NBPP were evaluated and diagnosed by the UM-BPP team postnatally. Narakas's group I and II consist of NBPP injuries to the nerve roots C-5, C-6, and C-7. Group III and IV consist of injury to C-5, C-6, C-7, C-8, and T-1 resulting in flail arm differentiated with or without presence of Horner's syndrome (IV and III respectively). Persistent NBPP at 1 and 2 years of age was evaluated using active shoulder external rotation and elbow flexion of the affected arm; all shoulder, elbow, hand, and finger range of motion were recorded. Persistence was defined by presence of either musculoskeletal contractures or any joint's active range of motion deviated from normal by > 10 degrees at 1 and 2 years of age.
Student's t-test was used for continuous variables and Chi-square test was performed for categorical variables to assess the associations of maternal, neonatal, and peripartum characteristics between nulliparous and parous women. After exploratory statistics, adjusted odds ratio (aOR) for maternal age, ethnicity, gestational diabetes, operative vaginal delivery, SD, BW, and referral age were calculated using multiple logistic regressions along with 95% confidence intervals (CI) calculated for comparisons of persistent NBPP between the two groups of parity. Analysis was performed using Stata version 13.1 (College Station, TX). A p-value < 0.05 was considered statistically significant.
Results
A total of 337 charts of patients with NBPP at UM-BPP were included in the data analysis. The maternal demographic characteristics are presented in ►Table 1. Nulliparous women were younger compared with multiparous women (p < 0.001). Race, gestational age at delivery, diabetes, and hypertension were similar between the two groups.
►Table 2 demonstrates the associations of peripartum factors between the nulliparous and multiparous women. Nulliparous women had longer labor and were more likely to have an operative delivery compared with multiparous women (p < 0.001 and p < 0.003, respectively). Location of delivery, cephalic presentation, and the delivering provider were similar between the two groups. There were a total of 10 home deliveries (five in each group) and four noncephalic presentations (two in each group). SD was not significantly different between nulliparous and multiparous women (64% vs. 70%, p ¼ 0.24). Children of nulliparous women were more likely to be smaller compared with those of multiparous women (30% vs. 53%, p < 0.001). Other neonatal characteristics were similar between the nulliparous and multiparous groups.
Affected children's demographics are presented in ►Table 3. Children of nulliparous women were referred at an earlier age (3 vs. 3.7 months, p ¼ 0.049) to the UM-BPP clinic. There was no significant difference between the two groups in regard to the children's gender, household income, and treatment of NBPP. 
Discussion
This study demonstrated that persistence of NBPP at 1 and 2 years was similar among nulliparous and parous women. Prior investigations demonstrated conflicting results. Boyd et al reported a higher incidence of a composite of neonatal birth trauma, which included brachial plexus injury among parous women compared with nulliparous women with fetal macrosomia, which was defined as > 4,000 grams, in both groups.
3 Similarly, parous women were found to have double the risk of having a child with NBPP compared with nulliparous women. 4 Conversely, parity was found not to be a risk factor in a case control study of 45 consecutive Erb's palsy cases. 5 Furthermore, a recent case series demonstrated the rates of NBPP were similar between nulliparous and parous women regardless of BW. 7 Summary of these studies are shown in ►Table 5.
The most common and significant association of NBPP reported in the literature is SD, with which NBPP occurs in 50% of such cases.
1 SD had previously been shown to occur in nearly all permanent NBPP examined, 8, 9 though recent evidence has shown this may not be the case. 6, 10 As seen in our results, SD was not significantly different between nulliparous and parous women in this cohort, and thus should not be considered a confounding factor when evaluating the role of parity in permanent NBPP. Fetal macrosomia, defined as ! 4,500 grams, is a predictor of NBPP.
11 Though neonates born to nulliparous women were less often macrosomic compared with neonates from parous women, no difference was seen in the persistence of NBPP at 1 and 2 years. A similar outcome has been previously described where more than half of the cases (37 of 63) of permanent NBPP occurred in infants with a BW less than 4,500 grams. 9 In another retrospective review, Ouzounian et al demonstrated that only 9 out of 97 cases of BPP had fetal macrosomia.
6
Another important risk factor, although not proven to be a predictor of occurrence, is operative vaginal delivery.
1 Nath et al reported that in 239 permanent NBPP patients 41% were delivered via instrumental delivery. 8 Another study reported 21% of 63 permanent NBPP had an operative delivery.
9
Although operative vaginal delivery occurred more often in nulliparous women compared with parous women in this study (31 and 17%, respectively), there was no significant difference in the persistence of NBPP at 1 and 2 years between the two groups.
There are limitations of our study. Data were retrospectively collected and the reports of antenatal characteristics were obtained from maternal report, thus increasing the chance of recall bias. We were unable to obtain obstetrical medical records, as collection of this information following the care of the infant would have been strictly for research purposes, thus necessitating approval of institutional review board from every institution from which the mothers were managed. Since this cohort is derived from referrals, we may not have captured all of the NBPP as the neonates with NBPP that resolved soon after delivery may not have been referred. However, the median referral age was at 3 months of life in this cohort which is a time when persistence or resolution cannot be predicted, thus significant bias should not exist in either direction. We also had no reason to believe that there would be a bias that neonates of parous women would be more or less likely to have been referred compared with nulliparous women. There are many strengths to this publication. This study embodies one of the largest cohorts of patients diagnosed with NBPP (n ¼ 337) that have long-term follow-up. These children are also from a single center and thus have homogeneity in diagnosis and treatment.
Conclusion
In conclusion, parity does not influence the likelihood of persistence of NBPP. In spite of this being one of the largest cohorts of NBPP, we were unable to establish that knowledge of obstetrical history or risk factors associated with NBPP has clinical benefit in preventing NBPP or predicting its persistence.
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